those of Filipino, Chinese, and Caucasian males, and nearly 2 times higher than for Japanese males. Among females, Native
Hawaiians have the highest lung cancer incidence, and mortal ity rates are 3 times higher than those of Japanese females. 3, 4 Reasons why Native Hawaiians have higher lung cancer inci dence and mortality rates include higher prevalence of behav ioral risk factors, lower access to and utilization of cancer prevention and control services (owing to a higher proportion of rural residence and a lower percentage with health insur ance), and cultural insensitivity of mainstream services. 5 To increase the development and availability of culturally sensitive cancer prevention and control services, `Imi HaleNative Hawaiian Cancer Network, a program of Papa Ola Lōkahi, was established in 2000 with support from the National Cancer Institute. During the first year, priority setting activi ties were conducted statewide that resulted in five community identified areas for cancer education, programming and research; the foremost was lifestyle issues, specifically, smok ing, diet, and exercise. 6 Subsequent research with Native
Hawaiian former and current smokers suggested need and preference for a multicomponent cessation program to address the social, psychological, and physical factors that impeded their tobacco cessation efforts. 7, 8 native Hawaiian Health care Systems
The five NHHCS are significant partners in `Imi Hale's cancer prevention and control efforts, particularly in tobacco cessation. The NHHCS work to (1) build trust in the agencyclient relationship; (2) provide culturally competent outreach and services; (3) ensure access to primary care services; (4) develop collaboration and partnerships among existing health service providers; and (5) focus on health promotion, disease prevention, and health education that incorporate
traditional Hawaiian values and beliefs as primary preventive methodologies. 9 Types of services include diabetes selfman age ment; hypertension selfmanagement and stroke pre vention; transportation; oral health/dental services; asthma programs; cancer education, screening, and patient navigation; nutrition and fitness programs; cardiovascular education and screening; women's health and perinatal education programs;
traditional Hawaiian diet and healing practices; behavioral health services including substance abuse and tobacco cessa tion; and, in four NHHCS, primary care services.
Although they offer similar services, the five NHHCS oper ate independently and are governed by boards comprised of elected representatives from the Hawaiian communities 
MetHodS designing the Protocol
A communitybased participatory process was used to design a comprehensive tobacco cessation intervention for implementation across the five NHHCS. 10 family members as a motivator to quitting. 8 Knowing that culturally targeted tools can help to deliver health messages, 16, 17 tobacco cessation materials and tools attractive to Native
Hawaiians were developed by the Kaua`i NHHCS and `Imi
Hale. These included a monthlong cessation aid (with a prize for each smokefree day), Tobacco Quit Kits (with items that can help overcome cravings or be substituted for a cigarette), and a brochure featuring a wellrespected Hawaiian physician and testimonials from former smokers. The PAU protocol also triggers referral to the Hawai`i Tobacco Quit Line. 18 Thus, the NHHCS worked together to conceptualize the program, engage staff in buyin, draft and finalize the grant proposal, and tailor the AHRQ model to be culturally respon sive. 10, 16, 19, 20 In line with CBPR, this approach also promoted capacity building of NHHCS staff (in tobacco cessation as well as other skills) and considered staffs' perceived needs and preferences of NHHCS clientele. 10, 20 Grant funds ($150,000),
were used for training and capacity building of NHHCS staff, purchase of NRT, development of products to support quit ting, and evaluation. Although most trainings were tobacco related (e.g., training staff in Brief Intervention, forms integra tion, and intensive intervention skills), trainings by local and national experts were offered in developing promotional and educational materials as well ( Table 1) .
The NHHCS and `Imi
Hale staff also worked to help pass a smokefree workplace law in 2006, making Hawai`i the 14th state to do so. to set a quit date. Of those who set a quit date, we wanted 100% to be connected to support services and 25% to remain smoke free for at least 90 days. (Table 2) . Although all five NHHCS agreed to adopt the TUGS and staff were instructed on its use, only two of the five NHHCS were consistently using the TUGS with all clients.
outcome objectives
Despite the fact that the TUGS was not consistently incor porated into the patient record at three NHHCS, an assess ment of clients' smoking status was documented somewhere in the chart. Thus, in all five NHHCS, at least 80% of clients had been asked about their smoking status (Table 2 ). Accord Table 2 Finally, the percent of clients completing the protocol who remained tobacco free for 90 days ranged from 0% in one NHHCS to 43% in another.
Key Informant Interview Findings
At the end of the first year, key informants at all five NHHCS expressed enthusiasm about the protocol. They especially liked the cessationrelated training and the enhanced capacity of their NHHCS to identify and intervene with clients who smoke. We also learned that the NHHCS were at varying stages of readiness for and compliance with full implementa tion of the protocol. Common barriers were lack of adminis trative and clinical support and key position vacancies. NHHCS that were more successful at institutionalizing the protocol were more likely to have the commitment of leadership to support staff training, develop new programs (e.g., tobacco cessation and intensive intervention), and integrate the TUGS into client's medical charts. These NHHCS also were more likely to have a champion within the organization who was motivated, competent, and engaged in coordination of care for clients who smoked and wanted to quit smoking.
concluSIonS And leSSonS leArned
Helping people to quit smoking will reduce disease bur den. 22 Our protocol aimed to reduce tobacco use among Native Hawaiians by tailoring and adopting a best practice. 12, 13 Our findings suggest that development and institutionaliza tion of a tobacco cessation protocol in five health organiza tions requires a longterm commitment. We continue to work with each NHHCS to fully institutionalize the PAU protocol, supported by grant funds from the American Legacy Foun da tion. As we move forward, we share three important les sons that may benefit tobacco cessation advocates in other communities.
champions are critical, but other Factors Play a role
The literature suggests that successful programs have an identified champion who can motivate others and sustain momentum. [23] [24] [25] A good champion is recognized as competent by supervisors, peers, and the community. This champion assumes a leadership role and encourages others to action. Although we were very successful in developing and sup porting champions at the directservice level, we did not pay enough attention to developing supporters at the administra tive level. We now realize that supervisor support of direct service champions is essential. We learned that champions need support from multiple levels, including leadership for policy implementation, administration for quality assurance implementation, and directservice providers for operational implementation.
Systems change takes time
Longterm studies have shown that systemizing a com prehensive smoking cessation intervention in an organized practice (such as the NHHCS) can result in major reductions in smoking prevalence. [26] [27] [28] Although the five NHHCS were established with the same legislation, began operations at the same time (1990), and received technical support from the same sources, it was a mistake to think that they would incor tions and other health systems, finding that the guidelines often were partially implemented. [27] [28] [29] [30] We learned that a champion needed help to bring his or her NHHCS to agreement about fully embracing the protocol and supporting its implementation. Additional funding was secured to allow `Imi Hale to continue working with the NHHCS. Movement has been facilitated by adhering to the principles of communitybased participatory programming, which rely on facetoface meetings that support open com munication, the exchange of information, and sharing of lessons learned. 6, 10, 24, 25 Still, helping an organization to reach agreement to change and then helping to facilitate that change takes time, and discussions have had to consider the individual NHHCS's organizational culture, structure, and priorities.
We stress the importance of capacity building, broadly defined as the development of individual skills and compe tencies, creation of enabling environments with appropriate policy frameworks, institutional growth, and outreach for increased community participation. 10 We learned that there is a need to continually offer training and certification in Brief In summary, we verified the usefulness of using commu nitybased participatory approaches to develop and institu tionalize a comprehensive tobacco cessation protocol across five indigenous health centers in Hawai`i. In the process of institutionalizing the protocol, however, we learned that more effort (and time) are needed to help each NHHCS overcome internal barriers to adopting a new protocol, facilitate support for tobacco cessation champions among medical records and data management supervisors, and build evaluation capacity.
These lessons may be useful to other organizations that want to institutionalize a comprehensive tobacco cessation protocol.
